Background: Carcinoma of the cervix is the commonest malignant tumor of the female genital tract in Northern Nigeria and the leading cause of cancerrelated death in women in developing countries. The predicament is further worsened by poor uptake of cytological screening programs, which are either not available or where available are underutilized due to lack of widespread awareness and the cost as an average Nigerian earns less than a dollar per day. In addition to the above constrains, majority of these patients also presents late to the hospital for intervention. Objective: To emphasize the significance of punch biopsy and clinical staging of advanced carcinoma of the cervix and see how we can shift from our traditional, Examination under Anesthesia (EUA) to Clinical staging and punch biopsy for advanced carcinoma of the cervix. Methodology: Review of existing literature and experience from our own center. Results: The punch biopsy has 88.8% positive predictive value in making a diagnosis of cancer of the cervix. Late presentation was as high as 81.7 percent for carcinoma of the cervix in our centre. The patients present late for care; majority actually presents in stages III & IV when little or nothing can be done for them. Conclusion: In view of these predicaments that face a gynecological oncologist practicing in low resources settings like ours, there is a need to consider the role of punch biopsy, clinical staging and radiological assessment for making a diagnosis, especially among those women who cannot afford EUA or are having renal complication that makes EUA unachievable.
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THE ROLE OF PUNCH BIOPSY IN THE MANAGEMENT OF CARCINOMA OF THE CERVIX
Carcinoma of the cervix is the commonest malignant tumor of the female genital tract in Northern Nigeria and the leading cause of cancer-related death in women in developing countries [1] . Worldwide, cervical carcinoma is the second commonest female malignancy [2] . However cancer of the cervix uteri is the most frequent neoplasm among women in developing nations [1] . Over 400,000 new cases are diagnosed annually with a mortality of 230,000 from developing nations [2] .
This disease entity is said to be more common in women of low socioeconomic group, who are equally uneducated [3] . This is not unconnected with the low literacy level of the women in the country generally [3] .
The predicament is further worsened by poor uptake of cytological screening programs [3] , which are either not available or where available are underutilized due to lack of widespread awareness. The cost also makes the screening out of reach of an average individual who earns less than a dollar per day [4] .
In addition to the above constrains, majority of these patients also presents late to the hospital for intervention. Their late presentation could either be faith based (as in accepting whatever befalls them, as the act of God) or the use of traditional medication as alternative treatment [5, 6] .
Late presentation was as high as 81.7 percent for carcinoma of the cervix in our centre [3, 7] . The patients present late for care; majority actually presents in stages III & IV when little or nothing can be done for them [5, 6] .
At the time of presentation majority of them have developed severe anemia from on and off vagina bleeding, deranged electrolyte from obstructive uropathy, while oth-
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ers presents with features of metastasis [6] .
A cervical biopsy is a procedure performed to obtain tissue from the cervix for pathological analysis towards making a definitive diagnosis of a cervical pathology. This procedure can be done using various approaches. A punch biopsy is an office procedure usually carried out along with colposcopy in the management of pre-invasive carcinoma of the cervix uteri. Other forms of biopsy are usually done under general anesthesia such as cone or wedge biopsy [7] .
The punch biopsy has 88.8% positive predictive value in making a diagnosis of cancer of the cervix [3] . The inadequate samplings were usually as a result of either of the following; Obscuring hemorrhage to extensive tissue necrosis, non representative tissue biopsy and poor tissue preparation and transportation [3] .
The goal standard practice is examination under anaesthesia (EUA) staging and biopsy. This is not usually visible in patients in our settings, because majority of them at presentation are not fit for surgery.
In addition, the procedure is more expensive than the treatment in many centers, i.e. Radiotharapy/Chemoradiation therapy course. The unfortunate or sad part is that many of them having been optimized (blood transfusion) for EUA will still require more blood before treatment could be commenced. Generally our patients receive 2 -7 units of blood in the course of their management with an average of four units [7] . Blood is very difficult to come by in this era of HIV/AIDS. We also need to consider other side effect of blood transfusion.
In some instances our patients die only at the point of making diagnosis, either for lack of funds to continue treatment or lack of blood to resuscitate them, while some others die from renal complication (Obstructive Uropathy).
In view of this predicament that faces a gynecological oncologist practicing in low resources settings like ours, there is a need to consider the role of punch biopsy, clinical staging and radiological assessment for making a diagnosis, especially among those women who cannot afford EUA or are having renal complication that makes EUA unachievable.
This option would actually offer these women an opportunity for treatment early enough and might go a long way to improve the quality of life in these women.
